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Abstract
Type 2 diabetes mellitus poses a significant global healthcare threat due to multiple and often
life-threatening complications. More than 10.5% of the population in the United States has type 2
diabetes mellitus, with the rate in El Paso, Texas, markedly higher at 15.3%. A 10-day reflective
practice showed that patients with type 2 diabetes mellitus often experience uncontrolled
hemoglobin A1c levels and high serum blood glucose levels. A review of the literature, in
addition to information from the American Diabetes Association, the American Heart
Association, and the Centers for Disease Control and Prevention, demonstrated that the use of
self-management support and a goal setting action plan are well-established, evidence-based
strategies that could significantly improve type 2 diabetes mellitus outcomes. The purpose of the
quality improvement project was to enhance self-management support for patients with type 2
diabetes mellitus. The project was successfully implemented, as five out of the seven patients
had improvement in HbA1c levels and serum BGL. Furthermore, patients appreciated the
opportunity to enhance their self-management skills.

Keywords: type 2 diabetes, type 2 diabetes mellitus, t2dm, chronic conditions, long-term
conditions, chronic disease, goal setting, action plan, self-management support, healthy lifestyle,
healthy dietary choices, primary care
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A Quality Improvement Project to Enhance Self-Management Support for Patients with Type 2
Diabetes Mellitus

Introduction
In the United States, type 2 diabetes mellitus is the seventh leading cause of death,
accounting for more than 26.7% of deaths in the year of 2019 (Centers for Disease Control and
Prevention [CDC], 2019a). This condition causes individuals to have emotional distress and
financial burden and also leaves the nation with a burden of an estimated total of 327 billion
dollars in medical expenditures in addition to reduced or lost productivity and unemployment
from chronic disability (American Diabetes Association [ADA], 2018a). Adult onset, type 2
diabetes mellitus affects more than 10.5% of the population, constituting more than 34 million
people in the United States. The prevalence of type 2 diabetes mellitus in young adults is
growing and has been attributed to unhealthy food choices and sedentary lifestyle, both of which
cause concern for long-term complications (CDC, 2019a). The Hispanic population has the
second highest rate of type 2 diabetes mellitus among ethnic groups in the United States, after
American Indians/Alaskan Natives. The uncontrolled proliferation of type 2 diabetes mellitus in
the Hispanic population is, in part, due to genetic predisposition to obesity, sociocultural and
biological factors, poor access to health care, low income, and low education attainment. As a
result, a need exists for a prompt multidisciplinary approach to understanding, intervening, and
treating type 2 diabetes mellitus in the Hispanic population.
Strong evidence demonstrates that individualized self-management support (SMS) and a
goal-setting action plan are cost-effective methods toward improving clinical outcomes in type 2
diabetes mellitus. Goals of treatment regarding self-management include maintaining glycemic
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control, reducing diabetic-related stress, reducing weight, improving healthy lifestyle behaviors,
and making healthy nutrition choices, which all allow patients with type 2 diabetes to seize
control of their health by engaging in healthy practices toward halting the progression of disease.
Promoting self-care is vital, and facilitating self-care activities among patients with type 2
diabetes mellitus must be emphasized to avert the burden of long-term complications. Several
medical organizations have provided evidence-based recommendations to aid in guiding primary
care clinicians and patients in implementing methods of SMS and implementing a goal-setting
action plan: the American Diabetes Association (ADA), the Health Resources and Service
Administration (HRSA), the Office of Disease Prevention and Health Promotion (ODPHP), the
Agency for Healthcare Research and Quality (AHRQ), the American Heart Association (AHA),
the National Institutes of Health (NIH), the Centers for Medicare & Medicaid Services (CMS),
Mayo Clinic, the U.S. Department of Agriculture (USDA), and the CDC (Powers et al., 2016).
Problem Description
In El Paso, Texas, a border town and sister city to Ciudad Juarez, Chihuahua, Mexico,
the Hispanic population accounts for more than 83% of its population, and in 2018, 15.3% of El
Paso residents had type 2 diabetes mellitus; in the years 2016 through 2018, morality rate was at
34% per 100,000 (Healthy Paso Del Norte, 2021). These staggering numbers are higher and far
worse when compared to Texas at 14.6% (ADA, 2018b). Diabetes is rapidly plaguing El Paso
because of a myriad of community challenges, including low education level; low-income status;
lack of access to healthcare; and biological, psychosocial, and economic cultural determinants of
health. Therefore, compliance with disease management and adherence to medication regimen
and self-care are low in El Paso. A collaborative patient-to-provider approach is crucial in
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addressing this issue. Facilitating and implementing reliable, day-to-day self-management
measures among patients with diabetes may have a positive and dramatic impact.
A 10-day reflective practice in the clinical practice of the doctor of nursing practice
(DNP) student showed that, alone, the administration of oral and injectable pharmacological
agents in the management of diabetes was not sufficient. Addressing this issue by implementing
healthy lifestyle modifications and better self-management was necessary for better health
outcomes. The therapy and treatment regimen should be patient specific regarding selfmanagement and goal setting (Dineen-Griffin, Garcia-Cardenas, Williams, & Benrimoj, 2019).
Therefore, regardless of the initial response that a patient has to any pharmacological agent, in
every visit, the healthcare provider should evaluate health behaviors, lifestyle modifications, and
self-management for better management (ADA, 2019).
Available Knowledge
According to the ADA, in 2018, 14.6% of Texas residents were diagnosed with type 2
diabetes mellitus, causing a burden of total indirect and direct costs of 26 billion dollars from
reduced productivity (ADA, 2018b). The rate of type 2 diabetes mellitus in the Hispanic
population is rapidly increasing in the state of Texas, particularly in El Paso, TX. The extent of
complications from type 2 diabetes mellitus cannot be overemphasized; the current rate of
premature deaths from its complications is projected to double by 2030 (Rowley, Bezold,
Arikan, Byrne, & Krohe, 2017). A substantial challenge for health care today is addressing poor
self-care, poor adherence to treatment regimens, poor understanding of disease, and a poor
attitude toward the disease process that often leads to complications (Martin, Williams, Haskard,
& Dimatteo, 2005). Therefore, achieving the Healthy People 2020 objective to improve quality
of life is essential to reduce the burden to those at risk of type 2 diabetes and those already
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diagnosed with it. By increasing awareness of prevention and self-management strategies,
healthcare providers may be able to help to meet this objective (CDC, 2020). Promoting self-care
has the potential to substantially decrease morbidity and mortality rates, thus leading to a better
quality of life CDC (2019b). In the literature review conducted for this QI project, the most
effective evidence-based intervention identified was implementing enhanced SMS and a goalsetting action plan in promoting, achieving, and maintaining healthy lifestyle behaviors.
Evidence shows that a collaborative decision-making approach between a provider and patient is
effective for enhancing SMS and goal setting in promoting healthy behaviors, increasing
patients’ confidence and self-efficacy in making healthier lifestyle changes and choosing healthy
behavior options based on an action plan. In a systematic review (Dineen-Griffin et al., 2019) of
various studies conducted in a primary health care setting with patients who had various
comorbidities, including type 2 diabetes mellitus, researchers found evidence of improved
outcomes when providers applied SMS and education. According to this review, 17 studies
showed an improvement of HgA1c with the use of SMS and education. Evidence-based findings
can assist primary care health professionals in delivering SMS to effectively support patients for
a better outcome (Dineen-Griffin et al., 2019).
The role of nurse practitioners has expanded to meet the fast-paced evolution of the
standard of primary care and to address the rising patient demand in improving health outcomes.
Meeting the needs requires delivering high-quality care with the use of the best evidence-based
practice. A systematic review (Massimi et al., 2017) of SMS interventions led by nurses (i.e., an
advanced practice registered nurse [APRN], nurse case manager, or registered nurse [RN])
demonstrated a positive outcome. The systematic review (Massimi et al., 2017) included 11
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studies investigating HgA1c levels as a primary outcome in patients with diabetes. HgA1c levels
were significantly lower with the implementation of SMS and education (Massimi et al., 2017).
The mainstay of care in type 2 diabetes mellitus can be costly and, most often,
challenging to manage. Captieux et al. (2018) found that 18 out of the 24 meta-analyses specific
to type 2 diabetes mellitus showed statistical significance in improved HbA1c levels and stress
related to diabetes. The meta-analyses examined self-management interventions consisting of
self-measurement of blood glucose levels, weight reduction, healthy diet, increased physical
activity, and self-awareness of potential complications from poor self-management. According to
Brooks (2009), any oral or injectable pharmacological intervention is often needed to maintain
control of HbA1c and glucose levels, yet the importance and benefit of lifestyle changes should
not be underestimated in the management of diabetes. For better management and substantial
improvements in HbA1c and glucose control, national and local organizations emphasize cointerventions, the use of lifestyle modifications, and self-management of diabetes mellitus type 2
along with oral and injectable pharmacological agents.
Rationale
To assist patients who have type 2 diabetes mellitus, the DNP student chose to use
enhanced SMS and goal setting with an action plan between a provider and a patient that
included medication use, dietary options, and exercise adherence, with an intended result of
increasing physical activity, healthy diet, weight, and stress reduction and with a final goal of
decreased HbA1c and glucose levels. SMS and a collaborative goal-setting action plan comprise
a comprehensive approach for managing chronic diseases such as type 2 diabetes mellitus in
primary care, and the approach is well supported by the ADA (2020d) in its national standards.
According to the ADA (2020c), vast literature has demonstrated significant benefits of SMS and
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individualized action plans in improving clinical outcomes and quality of life while reducing
unwarranted emergency visits, hospital admissions, and staggering health care costs (ADA,
2020c). An SMS and a goal-setting action plan developed between a provider and a patient have
been shown to improve self-confidence and overall health outcomes, and they set the foundation
in helping patients explore various healthy activities and food choices, encouraging them to
make their own decisions and to take control of their health (Powers et al., 2016). Individually
tailored healthy lifestyle and behavior changes make it more attainable for an individual to reach
self-management goals within their hectic schedules as clinicians further support them and help
problem solve (Group Health Research Institute, 2020a).
Improving the quality of life by providing resources, increasing awareness and education,
and boosting self-confidence through SMS and a goal-setting action plan has been shown to be
efficacious for management of chronic diseases, in particular type 2 diabetes mellitus (Captieux,
et al., 2018). Several studies have demonstrated that SMS and goal setting in individuals with
type 2 diabetes mellitus have led to improved clinical outcomes that allow them to enjoy the best
possible quality of life. SMS involves helping patients learn techniques in problem solving,
keeping blood glucose levels under control, and setting achievable goals through the use of
traditional education in assisting them with making healthier lifestyle modifications and
choosing healthier nutritional behaviors (Captieux et al., 2018; Dineen-Griffin et al., 2019;
Massimi et al., 2017).
Pender Health Promotion Model
To design the project, the Nola J. Pender health promotion model (Nursing Theory, 2020)
was used as a theoretical framework delineating health not only as the absence of disease, but as
a positive dynamic state stressing the importance on patient self-care in assisting individuals to
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actively participate in their care through healthy behaviors and choices in preventing illness and
progression of disease. The model takes into account several determinants such as social,
biological, and environmental factors in pursuance of health (Nursing Theory, 2020). Pender
developed the model to aid healthcare providers in better understanding health behavior
determinants in managing acute and chronic diseases. The model further assisted healthcare
providers in implementing healthy lifestyle modifications and behaviors as a co-intervention to
pharmacological agents in improving quality of life through a provider-patient collaborative
approach.
The integration of Pender’s model into the project guided the DNP student in focusing on
three important areas and levels of commitment for each individual. Using Pender’s model on
each patient’s initial visit helped the DNP student to determine each patient’s past and current
behavior along with behavior changes they wanted to implement. The areas of focus included the
following: (a) each individual’s unique characteristics and experiences that had affected them in
the past or will affect their actions, (b) behavior-specific awareness impacting health, and (c)
significant variables that affect motivation and behavioral outcomes. This framework further
helped the DNP student to understand and address variables of individual patients that would be
most predictive of their subsequent health behaviors, as assessed in each visit for a total of five
visits after the initial visit.
Johns Hopkins Model
In three steps, the Johns Hopkins model for translation of QI provides nurses with the
most effective problem-solving and clinical decision-making approach when incorporating
innovative research for best practices in improving identified practice issues (Johns Hopkins
University, 2020). For the purpose of this project, the DNP student used the Johns Hopkins
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model as an aid to implement the most current evidence-based information into the clinical
practice setting in meeting the needs of patients. In incorporating best practices into clinical
practice, the DNP student followed the steps of the Johns Hopkins model in translating evidencebased research.
Step 1-Practice Question. In patients aged 21 to 75 years with type 2 diabetes with a
HbA1c greater than 7, and/or fasting serum blood glucose level greater than 126, will SMS and a
goal-setting action plan versus usual treatment (only pharmacological treatment) demonstrate
improved HbA1c levels?
Step 2-Evidence. Evidence identified in a literature review with multiple high-quality
systematic reviews and in national standards by the ADA and the CDC specific to type 2
diabetes mellitus showed that enhanced self-management, increased physical activity, a healthy
diet, and self-measurement of blood glucose demonstrated improved self-confidence, improved
physical activity, weight reduction, healthier nutrition choices, reduced disease-related stress,
statistically significant improvements in HbA1c and serum glucose levels, and reduction of
complications (Captieux et al., 2018; Dineen-Griffin et al., 2019; Massimi et al., 2017). Most
importantly, encouraging patients to make their own decisions has demonstrated great
improvement in health outcomes and quality of life through improved patient confidence and
satisfaction, which have led to an improvement in self-management and medication adherence
while reducing the burden of unwarranted hospitalizations and healthcare costs (ADA, 2017).
Step 3-Translation. The project entailed using enhanced SMS and goal setting with an
action plan, which were intended to lead to an increase in physical activity and self-confidence,
healthier diet choices, a decrease in weight, and a reduction in stress levels with a final goal of
improving HbA1c and serum BGL in patients with type 2 diabetes mellitus. Improvement was
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determined by each patient’s compliance with the initial self-management goal-setting action
plan and building upon healthy lifestyle behavioral choices in subsequent visits that included an
evaluation for reduction of HbA1c levels.
Best Practices. Best practices included daily self-management care and goal setting for
healthy coping behaviors: healthy eating, increase in physical activity, self-monitoring,
management/action plan adherence, problem identification, problem solving, and reducing the
risk of complications (Powers et al., 2016). The final goal was HbA1c level and serum BGL
reduction for an overall improvement in health outcome and quality of life.
Practice Improvements. Implementing enhanced SMS and a goal action plan,
increasing each patient’s education and awareness, not only sets the foundation for patients but
builds upon healthy lifestyle and dietary behavior goals in every visit toward the final goal in
serum BGL and HbA1c level reduction. Furthermore, for future planning, address more room for
improvement in increasing time spent with the patient, further increase problem-solving skills,
increase behavior strategies, foster persistence, and provide ongoing education support.
Plan-Do-Study-Act Model
To conduct the QI project, the DNP student used the plan-do-study-act (PDSA; Institute
for Healthcare Improvement, 2021) model. The PDSA cycle is a simple, quick four-step process
used in healthcare environments for quality improvement and is used in evaluating and making
goal adjustments. The DNP student established the plan phase of PDSA by planning patient
participation, current self-management, and goals to improve health. In the do phase, the DNP
student implemented SMS and a goal-setting action plan in primary care. Throughout the project,
the DNP student engaged in study by studying patients in their engagement of various selfmanagement decisions, activities, behaviors, environmental factors, and goal performance.
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During this phase, empowered by evidence-based information, the DNP student applied
problem-solving techniques in every visit. The DNP student accomplished the act phase by
enhancing patients’ education in the better understanding of their disease and helping patients to
enhance self-management. Also, in every follow-up visit, the DNP student used patient-toprovider communication and collaboration in support of implementing healthier decision-making
choices and actions. These actions validated the patient-centered approach.
Specific Aims
This project was conducted to answer the following PICOT question: “For patients aged
21 to 75 years who have type 2 diabetes with a HbA1c greater than 7 and/or fasting serum BGL
greater than 126, will SMS and a goal-setting plan, compared with treatment as usual (only
pharmacological treatment) decrease HbA1c levels over a 3-month period?” The aims for the QI
project were to achieve the following:


Control HbA1c and glucose level.



Reduce weight.



Make healthy diet choices.



Increase physical activity.



Reduce stress.



Increase self-confidence.
Methods

Context
The clinical setting is a family practice community clinic that provides services to an
underserved population. The clinic serves insured and noninsured patients from many walks of
life, and they commonly have multiple chronic diseases. The primary care providers at the clinic
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are the patients’ first point of contact for care and are at the forefront of primary, secondary, and
tertiary prevention, providing patients with comprehensive care. Through continuance of care,
primary care providers can identify patients who have an uncontrolled disease process, and the
providers can develop an action plan through enhanced SMS in an attempt to increase self-care.
Most of the patients at the clinic have multiple chronic conditions or multiple comorbidities,
which include type 2 diabetes mellitus, hypertension, and mixed hyperlipidemia. Most of the
patients have type 2 diabetes with uncontrolled HbA1c and serum blood glucose levels (BGL).
After conducting and reviewing a 10-day reflective practice, the DNP student concluded that
patients with type 2 diabetes mellitus with only pharmacologic treatment experienced
uncontrolled HbA1c levels and high serum BGL from poor self-management and poor lifestyle
behaviors.
The population for the implementation of this project met the following inclusion criteria:
being aged between 21 and 75 years and having type 2 diabetes documented by a HbA1c greater
than 7 and/or fasting serum BGL greater than 126. With each patient who met the criteria and
agreed to participate in the intervention, the DNP student discussed the current self-management
and lifestyle behaviors used while identifying necessary changes to be made.
Interventions
In an effort to enhance SMS in patients with type 2 diabetes mellitus, the DNP student
completed an extensive literature review using several databases focusing on nursing, health
promotion, and health sciences. A search was made of the most recent evidence-based
knowledge and interventions to improve HbA1c and glucose levels while addressing the risk for
complications. The following databases and organizations were consulted: CINAHL, Medline,
EBSCO, PubMed, Embase, and Cochrane databases; and the NIH, Mayo Clinic, the ADA, the
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AHA, and the CDC. The DNP student used the following search strategy in the databases: (type
2 diabetes or type 2 diabetes mellitus or T2DM or chronic conditions or long-term conditions or
chronic disease) AND (“goal setting” or “action plan” or “self-management” or “selfmanagement support”) AND (“primary care” or “primary health care” or “primary healthcare”)
AND (“healthy lifestyle” or “healthy dietary choices” or “healthy behavior changes”). Finally,
the DNP student narrowed the search to the highest level of evidence, systematic reviews, using
the levels of evidence-based practice toolkit. For educational printed material provided to
patients, the DNP student also used the most current guidelines by the ADA, AHA, and also the
Dietary Guidelines for Americans 2015-2020 published by the ODPHP (2015). Multiple models,
theoretical frameworks, and methods for evaluation were also researched for best
implementation of QI intervention into practice.
Through the use of SMS and a goal-setting action plan, patients’ skills and awareness in
promoting physical activity and dietary lifestyle changes were enhanced as recommended by the
ADA, AHA, and the ODPHP with tailored education, printed materials, skills, and technique
training through a goal-setting action plan, appropriate for each patient (see Appendix A English
language and Appendix B Spanish language). This effort was supported by planning patient
visits to further improve their health, by focusing on self-management through the use of
educational tools, by patient decision making, and by individual goal setting for choosing
healthier lifestyle behaviors.
Within the first week of the project, the DNP student identified patients who met the
inclusion criteria. During the initial visit, the DNP student interviewed the patients. They set
goals together, and the DNP student and patients developed an individualized action plan.
Baseline measurements of the following were obtained: HgA1c levels, serum BGL, random
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fingerstick blood glucose level, weight, confidence levels, and stress levels. Follow-up lab results
were taken over the 3 months of the project to aid in compliance with self-management for
HbA1c and serum blood glucose reduction (see Table 4).
The DNP student reviewed and provided educational printed materials on the same visit
so that the materials would serve as a reference and to meet patient satisfaction. Each patient was
evaluated on a biweekly basis using results of a random blood glucose fingerstick; their progress
was recorded in the electronic health record in each visit. A total of five follow-up visits were
conducted and consisted of face-to-face office visits and/or telemedicine video or telephone call
visits. January 25, 2021 was the initial visit. The DNP student provided each patient with printed
educational material in a binder for the patient’s future reference.
The resources utilized in the project were HbA1c levels drawn prior to initial visit,
patient history and demographics, blood glucometer used in office to measure random blood
glucose levels in each visit, a personal glucometer for home use, a weight scale used in the office
to measure weight, a digital weight scale provided for home use, a fitness tracker pedometer for
home use when exercising, a choose my plate for healthy portion control and meal planning for
adults for home use provided in Spanish and English, a 10-piece measuring cup and spoon set for
home use for portion control, and enhanced SMS and goal-setting action plan steps for
improvement (in Spanish and English) from the chronic care model in improving chronic
illnesses care (Group Health Research Institute, 2020b). All resources were supported by the
literature review and guidelines by the ADA, AHA, CDC, ODPHP, the chronic care model,
National Standards for Diabetes Self-Management Education and Support, and the USDA Center
for Nutrition Policy and Promotion.
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In the first visit, patients were interviewed and assessed as the DNP student integrated
motivational interviewing for readiness. The DNP student assessed stress and confidence level
and present dietary and lifestyle choices and developed with the patient a tailored, written action
plan mutually agreed upon regarding healthy dietary and lifestyle choices implemented using
self-management tools. Patients were assessed every two weeks. In every follow-up visit,
compliance with enhanced SMS was assessed, and the goal-setting action plan was recorded as
met or not met. During the week of February 08, 2021 to March 08, 2021, patients were
evaluated to determine whether they had met their goals from the initial visit. For patients who
met their goals, staff members praised them for their achievements, and new goals were
implemented in an attempt to increase and build upon healthy lifestyle behaviors and choices.
For those who partially met goals, problem-solving skills were implemented, and patients were
provided with positive reinforcement and reassurance to reach their goals. For patients who did
not meet goals, problem-solving skills were implemented, and the DNP student and patients
developed an attainable action plan. These patients also received positive reinforcement and
reassurance in achieving goals. The last visit was on April 05, 2021, at which each patient’s
success was determined regarding whether goals were met by HgA1c level improvement, serum
BGL improvement, random fingerstick blood glucose levels, weight measurement, confidence
levels, stress levels, and whether or not goals were met within 3 months.
Study of the Intervention
Data were collected from January 25, 2021, to April 05, 2021. The data for enhanced
SMS were collected using two tools: the Action Plan Self-Management Tool and the Healthy
Changes, Behaviors, and Goals Self-Management Tool (see Appendix A English and Appendix
B Spanish language). The DNP student evaluated all patient data during the project period to
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determine compliance and whether goals were met in the follow-up visits. The self-management
tool action plan was used at the initial visit and at the end of each visit to assess and evaluate
readiness, levels stress, and confidence. With the healthy changes, behaviors, and goals tool used
in every follow-up visit to track self-reported behaviors in meeting their goal.
Measures
To measure the success of the project, the final data was evaluated to the data obtained at
the initial visit. The following were evaluated: HgA1c level, serum BGL, random BGL, and
weight, stress levels, and confidence levels. A pre- and post-action plan measuring stress levels
and confidence levels validates quantitative and qualitative data for evaluation.
Analysis
A strength in implementing the project was the vast evidence found in the literature
supporting and guiding the process of self-management implementation in patients with type 2
diabetes. It was an easy and cost-effective method to implement in a clinic using a tailored,
written action plan. Patients were receptive to tracking self-reported behaviors. The electronic
health record was used to track lab results, random BGL, and weight. Seven out of eight patients
appreciated the opportunity to learn better self-management skills. A weakness for this project
was encountering one patient who was not receptive and did not follow up to attend any
subsequent follow-up appointment. The DNP student was not able to contact patient by phone.
Ethical Considerations
The DNP student took several steps to address ethical considerations. Before and during
implementation, the DNP student discussed the QI project with all of project site’s staff members
(i.e., one supervising physician, one office manager, two nurse practitioners, five medical
assistants, and three front office staff), that the DNP student would provide an enhanced SMS
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and goal-setting action plan for patients with type 2 diabetes mellitus. The supervising physician
and owner of the clinic provided an approval letter to allow the QI project at the clinical practice
site. Thereafter, the DNP student prepared the QI proposal application to submit to the
University of Texas at El Paso institutional review board (IRB), providing compelling evidence
in support of the implementation of enhanced SMS and a goal-setting action plan. The
University of Texas at El Paso IRB provided a letter communicating that it had determined that
the project did not meet the definition of human subject research per federal regulations, thus
allowing the QI project at the clinical practice site. Therefore, informed consent from patients
was not required; rather, in initial patient visits, the DNP student explained to the patient the
enhanced SMS and goal-setting action plan. All data containing lab results and patient vitals
were collected and stored in the electronic health record. The individually tailored SMS and
goal-setting action plan for each patient were stored in a locked box and then shredded after
completion of project.
Results
Results
Based on the results of the project, the QI project was successfully implemented.
Although some patients did not have better HbA1c levels or serum BGL than the baseline levels,
some had better random fingerstick BGL, improved physical activity, healthy nutrition choice
awareness and behavior, weight reduction, improved confidence levels, and reduced stress
levels, demonstrating better coping and problem solving with enhanced self-management and
improved self-care. At the initial visit, the DNP student interviewed a total of eight patients,
initiated SMS, and helped patients to develop their individualized goal-setting action plan (see
Appendices A and B). Of the eight patients, four were women, and four were men. All were of
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Hispanic descent (see Table 1). All were taking oral pharmacological agents for diabetes
treatment, and two patients were on insulin in addition to oral pharmacological agents secondary
to uncontrolled HbA1c, serum BGL, and random BGL.
Data were collected from patients who met the inclusion criteria. Enhanced SMS and a
goal-setting action plan were implemented for a total of 8 patients during the week of January
25, 2021, to January 29, 2021. During the week of February 08, 2021, one patient did not show
up; seven patients were evaluated to determine whether goals were met from the initial visit. Five
patients met their goals, and two patients partially met their goals. In this week, for those patients
who met goals, new goals were implemented in an attempt to increase and build upon healthy
lifestyle behaviors and choices. For those who partially met goals, problem-solving skills were
implemented to reach individual goals. During the week of February 22, 2021, one patient did
not show up and did not provide an explanation, and one patient was not able to attend because
of a family emergency. Six patients were evaluated to determine whether goals were met from
the initial visit and the previous 2 weeks. Three patients met their goals, two patients partially
met their goals, and one patient did not meet their goals. During the week of March 08, 2021,
one patient did not show up and did not provide an explanation; seven patients were evaluated to
determine whether goals were met from the previous 2 weeks. Six patients met their goals, and
one patient partially met their goals. During the week of March 22, 2021, one patient did not
show up and did not provide an explanation, and one patient was not able to make it to the
appointment as he was out of town for work. Six patients were evaluated to determine whether
goals were met from the previous 2 weeks. Five patients met their goals, and one patient did not
meet their goals. At the final visit on April 05, 2021, the DNP student determined whether the
eight patients had been successful in meeting their goals.
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Discussions
Summary
Self-management and current behaviors were assessed in patients with type 2 diabetes
mellitus who had uncontrolled HbA1c or serum BGL in the week of January 25, 2021, to
January 29, 2021, to determine whether enhanced SMS and a goal-setting action plan would be
beneficial in better managing patients’ chronic disease. The rationale for using individualized
SMS and a goal-setting action plans in better managing type 2 diabetes is supported by the vast
evidence in the literature review that the DNP student conducted. SMS and goal-setting action
plans set the foundation for patients with type 2 diabetes to improve and build upon self-care.
For each patient, setting realistic expectations is essential to the patient’s success in making their
own healthier choices and achieving their goals for better control.
Data were collected on eight patients for which enhanced SMS and an individualized
goal-setting action plan were used. After implementation, it was found that one patient did not
show up for any of the follow-up appointments after the initial visit and did not complete the
project. Seven patients completed the project. Although some patients did not have an improved
HbA1c or serum BGL, most patients showed improvement in some way. All patients
demonstrated positive results with effective coping and problem-solving skills, increased selfconfidence, stress level reduction, weight reduction, healthier lifestyle choices, healthier
behaviors, and food choices. A total of five patients successfully met their HbA1c and serum
BGL goals after self-report of successfully meeting their healthy behavior goals and action plan.
A total of two patients who completed the project did not meet their HbA1c or serum BGL goal
after successfully meeting their goals for healthy behaviors and their action plan. One patient
was not able to meet all of her goals because of work demands. The other patient never
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communicated through the entirety of the project; he had stopped taking his oral antidiabetic
medication at night because he felt them not necessary to take. He replaced them with diet and
exercise. The ADA and the CDC recommend SMS as a co-intervention in patients with type 2
diabetes mellitus to increase patients’ self-confidence in managing and taking control of their
health.
Although not every patient met their HbA1c and serum BGL, the majority showed
improvement. All seven patients who completed this project were very satisfied to know they
were able to take control of their health with a simple and cost-effective method. Consistent with
the findings identified in the literature review, the majority of patients in this project improved
their A1c and serum BGL, as well as met their goals in improving physical activity, food
choices, problem solving skills, confidence levels, and stress levels. Not only was there
significant improvement in the aforementioned behaviors, but the intervention also improved
lipid panels, blood pressures, headaches, stamina, mood, and overall quality of life.
Interpretation
The QI project was successfully implemented, and patients appreciated the opportunity to
enhance their self-management skills. This places Nola Pender’s model into perspective, taking
into account the multidimensional health determinants that play a major role when motivating
and increasing patients’ level of well-being. Not only is the absence of disease essential for
optimal health, the reconfiguration of each individual’s environment and interaction cannot be
overemphasized in changing behaviors and subsequent actions for a positive dynamic state in
those with type 2 diabetes mellitus. Becoming a part of each of our patients’ interpersonal
environment is a patient-centered approach to positively influence them and progressively
transform their environment through their life span in better managing their disease process.
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Evidence supports the success and cost-effectiveness of healthy lifestyle and healthy eating
choices as a co-intervention to medical management that is a major component in achieving
improved quality of life and health outcomes in individuals with type 2 diabetes mellitus (Evert
et al., 2019). Furthermore, a healthy lifestyle reduces emergency department visits,
hospitalizations, and unwarranted health care costs from uncontrolled type 2 diabetes mellitus
complications.
Limitations
The limitations to this study were multidimensional, including patients’ perspectives,
knowledge barriers, coping mechanism, prior experiences, problem solving skills, current
behaviors, compliance, environmental factors, social determinants, financial constraints,
capacity, and confidence for type 2 diabetes self-management. The initial visit evaluation was
longer than expected for allotted patient time given in the clinic. Another limitation identified
was the small number of participants. In addition to the aforementioned limitations, patients also
had financial constraints, including having to meet high deductibles with their health insurance
company or having to pay copays. Because of Covid-19, some visits were conducted over
telemedicine video with self-reporting of vitals, including weight, blood glucose levels, and
whether goals were met. However, the telemedicine environment also made it more comfortable
and accessible for some patients.
Conclusions
Type 2 diabetes mellitus is a costly and often difficult chronic disease to manage, causing
many premature deaths (ADA, 2021). Thus, prompt intervention is of utmost importance (ADA,
2021). Adequate control of type 2 diabetes mellitus often may be a difficult task for certain
individuals; however, it can be accomplished through achieving self-management goals in
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promoting healthy lifestyle patterns. Implementing enhanced SMS for patients with type 2
diabetes mellitus will empower and improve self-confidence in patients by helping them to make
healthier lifestyle choices through an individualized goal setting plan that is reasonable and
attainable in better managing their health.
The results of this QI project showed that SMS and a goal-setting action plan to promote
healthy behaviors are associated with healthier self-reported behaviors, medication, and dietary
adherence, increased physical activity, weight reduction, and reduced diabetic-related stress, with
reduction of HbA1c and serum BGL. The findings from the QI project suggest that using SMS as
an adjunct to pharmacological interventions can improve patients’ active role and engagement in
their health through medication adherence and lifestyle changes. These changes, in turn, can lead
to improvement in HbA1c control and positive clinical outcomes, thereby reducing patient
healthcare burden and cost. Enhanced SMS for individuals with type 2 diabetes mellitus is
promising in preventing serious health complications and reducing the rate of premature deaths.
Reduction in HbA1c and serum BGL must be considered a priority for primary care
providers when selecting the best treatment method for those with type 2 diabetes mellitus.
Initial treatment for type 2 diabetes mellitus per guidelines always consists of a cost-effective
method through the use of education lifestyle modifications. In the event that lifestyle
modifications initially fail, oral medications are added in conjunction with lifestyle modification
to treat hyperglycemia and control serum BGL and HbA1c levels.
It is of utmost importance to initiate enhanced SMS and goal setting in addressing
uncontrolled HbA1c and serum BGL, a method that is cost-effective for patients versus only
prescribing multiple pharmacological agents that are often not covered by insurance or can be of
very high cost. The implementation of this project and ongoing education and support will not
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only empower patients by increasing their knowledge in better managing their disease through
healthy decision making, but it will aid the clinical setting in meeting QI indicators as an
initiative in preventing the risk of complications, emergency visits, hospitalizations, and hospital
readmissions, as noted in evidence-based research and by the Centers Medicare & Medicaid
Services (Powers et al., 2016). SMS and a goal-setting action plan are a cost-effective
intervention of clinical importance for healthcare providers in addressing and optimizing all the
components of patient care.
Although not all patients achieved their short-term goal in the QI project, it is essential
for patients to accomplish and sustain long-term goals for proper management. A good patientto-provider collaboration is essential for halting the progression of disease, and, in turn,
improving quality of life for patients. For future development and implementation of SMS, cooccurring self-management problems need to be observed so that more patient-specific strategies
can be provided in mitigating poor self-management and complication risk. This will further
enhance a patient-centered approach in tackling each patient’s multifaceted struggles in
managing type 2 diabetes mellitus.
Other Information
Funding
The implementation of the project into clinical practice did not have any direct associated
costs to the clinic or patients. The indirect costs incurred by DNP student were from resources
provided to patients, including paper for printed materials in Spanish and English with a cost of
$8.59 (2x$3.97+tax/ each paper pack), gear sheet protectors with a cost of $13.34
(14x$0.88+tax/ each protector), 0.5-inch durable binders with a cost of $28.56 (10x$2.64/each
binder), digital weight scale for home use with a cost of $69.12 (8x$7.99/each scale), fitness
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tracker pedometer for home use with a cost of $55.77 (8x$6.30/each tacker/pedometer), healthy
portion control plate/choose my plate for adults for home use in Spanish and English with a cost
of $88.42 (2 set of 4x$29.95/2 set my plate), 10-piece measuring cup and spoon set for home use
with a cost of $42.26 (8x$4.88/each 10-piece measuring set), and a bag in which resources were
placed with a cost of $17.32 (8x$2/each bag). Additional costs incurred to the DNP student
included completing multiple online courses on motivational interviewing Step-by Step (a cost of
$199), type 2 diabetes mellitus, and SMS and goal-setting action plans (a cost of $100). The total
budget for project implementation was later paid for by the Paso Del Norte Health Foundation
Graduate Fellows Program Award.
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Self-Management Tool

Action Plan
Name: Date:
Phone:

Appendix A

The healthy change I want to make is:
My goal for the next week, two weeks, or month is:

The steps I will take to achieve my goal are (what, when, where, how much, how often):

The things that could make it difficult to achieve my goal include:

My plan for overcoming these difficulties includes:

Support/resources I will need to achieve my goal include:

My confidence level (scale of 1-10, 10 being completely confident that you can achieve the
entire plan.)

My stress level (scale of 1-10, 10 being highly stressed, and what can you do to reduce stress
levels to achieve the entire plan.)

Review Date:
Review Method: (in person office visit, tele-medicine video or phone call visits):

2005 Improving Chronic Illness Care
www.improvingchroniccare.org
Healthy Changes Behaviors Goals
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Self-Management Tool

Healthy Changes Behaviors Goals

 Healthy Change: Lose weight
 Goal:
 Behavior:
 Healthy Change: Exercise more
 Goal:
 Behavior:
 Healthy Change: Reduce stress levels
 Goal:
 Behavior:

2005 Improving Chronic Illness Care
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Healthy Changes Behaviors Goals
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Example Action Plan

Name: Joe Smith
Date: January 20, 2005
Phone: (206) 555-1234
The healthy change I want to make is: Start a walking program
My goal for the next month is: To walk three times per week
The steps I will take to achieve my goal are (what, when, where, how much, how often):
I will walk around my neighborhood for 15 minutes, directly after I get home from work on
Monday, Wednesday, and Friday.
The things that could make it difficult to achieve my goal include:
My sister may need to talk on the phone after work, and it might be too late to go after we talk.
My plan for overcoming these difficulties includes:
I can ask my sister if she absolutely needs to talk that day. If I have to miss a regular walking
time, I can make up that day by driving to the park on the weekend and walk for 15 minutes in
the morning, then resume my regular plan the following week.
Support/resources I will need to achieve my goal include:
I need to buy a new pair of sneakers and extra-cushioned socks so that my feet don’t get blisters.
I would feel more comfortable walking if I had a dog with me. I can ask my neighbors if I can
‘borrow’ Sparky, their dog.
My confidence level (scale of 1-10, 10 being completely confident that you can achieve the
entire plan.) 8
My stress level (scale of 1-10, 10 being highly stressed, and what can you do to reduce stress
levels to achieve the entire plan.) 8
Review Date: January 27, 2005 (in one week)
Review Method: (phone, email, in-person): In-person

2005 Improving Chronic Illness Care
www.improvingchroniccare.org
Healthy Changes Behaviors Goal
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Self-Management Tool

Example Healthy Changes Behaviors Goals
 Healthy Change: Lose weight
 Goal: lose 4 pounds in the next month
 Behavior: eating carrots for a snack, not chocolate
 Healthy Change: Exercise more
 Goal: exercise for 20 minutes twice a week
 Behavior: walk to work
 Healthy Change: reduce stress levels
 Goal: spend 15 minutes a day relaxing
 Behavior: listen to meditation tape

2005 Improving Chronic Illness Care
www.improvingchroniccare.org
Healthy Changes Behaviors Goals

Reference:
Group Health Research Institute. (2020). 7: Self-Management Support. Retrieved October 30,
2020, from
http://www.improvingchroniccare.org/index.php?p=7:_SelfManagement_Support&s=369
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Self-Management Tool

Plan de Acción
Nombre:
Teléfono:

Appendix B

Fecha:

El cambio saludable que quiero hacer es:

Mi objetivo para la próxima semana, dos semanas o mes es:

Los pasos que tomaré para lograr mi objetivo son (qué, cuándo, dónde, cuánto, con qué
frecuencia):

Las cosas que podrían dificultar el logro de mi objetivo incluyen:

Mi plan para superar estas dificultades incluye:

El apoyo / recursos que necesitaré para lograr mi objetivo incluyen:

Mi nivel de confianza (escala del 1 al 10, el 10 está completamente seguro de que puede
lograr todo el plan).

Mi nivel de estrés (escala del 1 al 10, 10 está muy estresado y lo que puede hacer para
reducir su nivel de estrés para lograr el plan completo).
Fecha de revisión:
Método de revisión: (visita al consultorio en persona, visitas por video o llamada telefónicas
de telemedicina):

2005 Improving Chronic Illness Care
www.improvingchroniccare.org
Healthy Changes Behaviors Goals
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Self-Management Tool

Metas de Comportamiento de Cambios Saludables

 Cambio Saludable: Perder peso
 Objectivo:
 Comportamiento:
 Cambio Saludable: Hacer más ejercicio
 Objectivo:
 Comportamiento:
 Cambio Saludable: Reducir los niveles de estrés
 Objectivo:
 Comportamiento:

2005 Improving Chronic Illness Care
www.improvingchroniccare.org
Healthy Changes Behaviors Goal
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Ejemplo de plan de acción

Nombre: Joe Smith Fecha: 20 de enero de 2005
Teléfono: (206) 555-1234
El cambio saludable que quiero hacer es: Iniciar un programa de caminatas.
Mi objetivo para próxima semana, dos semanas o mes es: caminar tres veces por semana
Los pasos que daré para lograr mi objetivo son (qué, cuándo, dónde, cuánto, con qué
frecuencia):
Caminaré por mi vecindario durante 15 minutos, directamente después de llegar a casa del
trabajo los lunes, miércoles y viernes.
Las cosas que podrían dificultar el logro de mi objetivo incluyen:
Es posible que mi hermana necesite hablar por teléfono después del trabajo y que sea
demasiado tarde para ir después de que hablemos.
Mi plan para superar estas dificultades incluye:
Puedo preguntarle a mi hermana si es absolutamente necesario hablar ese día. Si tengo que
perder un tiempo de caminata regular, puedo recuperar ese día conduciendo hasta el parque el
fin de semana y caminar 15 minutos por la mañana, y luego reanudar mi plan habitual la
semana siguiente.
El apoyo / recursos que necesitaré para lograr mi objetivo incluyen:
Necesito comprar un nuevo par de zapatillas deportivas y calcetines extra acolchados para que
no me salgan ampollas en los pies. Me sentiría más cómodo caminando si tuviera un perro
conmigo. Puedo preguntar a mis vecinos si puedo "tomar prestado" a Sparky, su perro.
Mi nivel de confianza (escala del 1 al 10, siendo 10 completamente seguro de que puede
lograr todo el plan) .8
Mi nivel de estrés (escala del 1 al 10, 10 está muy estresado y lo que puede hacer para
reducir su nivel de estrés para lograr el plan completo). 8
_____________________________________________________________________
Fecha de revisión: 27 de enero de 2005 (en una semana)
Método de revisión: (teléfono, correo electrónico, en persona): En persona
2005 Improving Chronic Illness Care
www.improvingchroniccare.org
Healthy Changes Behaviors Goal
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Ejemplo de Metas de Comportamientos de Cambios Saludables
 Cambio Saludable: Perder peso
 Objectivo: Perder 4 libras en el próximo mes
 Comportamiento: Comer zanahorias como bocadillo, no chocolate.
 Cambio Saludable: Hacer más ejercicio
 Objectivo: hacer ejercicio durante 20 minutos dos veces por semana
 Comportamiento: Caminar al trabajo
 Cambio Saludable: Reducir los niveles de estrés
 Objectivo: Pasar 15 minutos al día relajándose
 Comportamiento: Escuchar cinta de meditación

2005 Improving Chronic Illness Care
www.improvingchroniccare.org
Healthy Changes Behaviors Goals

Reference:
Group Health Research Institute. (2020). 7: Self-Management Support. Retrieved October 30,
2020, from http://www.improvingchroniccare.org/index.php?p=7:_Self
Management_Support&s=369
Spanish Version of Action Plan Translated By: Tanya Guerrero MSN, APRN, FNP-C
DNP Student at The University of Texas at El Paso
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Table 1
Demographics of Patients
Patient

Age

Sex

Race

1

48

Male

Hispanic

2

55

Female

Hispanic

3

65

Female

Hispanic

4

51

Male

Hispanic

5

59

Male

Hispanic

6

50

Female

Hispanic

7

38

Male

Hispanic

8

50

Female

Hispanic
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Table 2
Action Plan Results
Patient

Initial Visit

Last Visit

Initial Visit

Last Visit

1

Confidence
Levela
9

Confidence
Levelb
10

Stress
Levelc
8

Stress
Leveld
5

2

2

8

10

6

3

7

10

1

1

4

9

N/A

7

N/A

5

10

10

5

3

6

8

10

8

6

7

9

10

7

3

8

8

9

10

5

Note. N/A = not applicable. N/A-Patient did not follow up.
a
1-10, 10 being completely confident that you can achieve the entire plan.
b
Confidence level (scale of 1-10, 10 being completely confident that you can achieve the entire
plan.
c
Stress level – scale of 1-10, 10 being highly stressed, and what can you do to reduce stress
levels to achieve the entire plan.
d
Stress level – scale of 1-10, 10 being highly stressed, and what can you do to reduce stress
levels to achieve the entire plan.
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Table 3
Healthy Changes/Behaviors Goals Results
Patient

Goal Lose Weight

1.
2.
3.
4.
5.
6.
7.
8.

Met
Met
Met
N/A
Met
Met
Met
Met

Goal Exercise More Goal Reduce Stress
Level
Met
Met
Not Met
Met
Met
Met
N/A
N/A
Met
Met
Met
Met
Met
Met
Met
Met

Table 4
Lab Results
Patient

Initial Visit
A1c

Last Visit
A1c
7.3

Initial Visit
Serum
BGL
159

Last Visit
Serum
BGL
86

Initial Visit
Weight,
lbs.
231

Last Visit
Weight
lbs.
224

1

7.8

2

9.1

10.6

254

361

180

179

3

7.8

6.4

129

121

174

161

4

10.4

N/A

308

N/A

150

N/A

5

8.9

10.1

178

147

233

219

6

7.7

6.3

128

112

137

134

7

8.6

7.0

201

142

277

272

8

8.1

7.8

146

133

139

137

Note. BGL = blood glucose level; N/A = not applicable. N/A-patient did not follow up.
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Quality Improvement
Guiding Inquiry
P: Patients aged 21 to 75 years old with Type 2 Diabetes with a
HgA1c >7, and/or Fasting Serum Blood Glucose Level of >126.
I: Self-Management Support and Goal Setting Plan
C: Patients with only Pharmacological Treatment
O: Improved HbA1C levels through Enhanced Self-Management
Support for patients with Type 2 Diabetes Mellitus.
T: Within 3 months of Initiation

Intended Improvement

• Weight Reduction
• Healthy Diet
Choices
• Increased Physical
Activity

• Disease Related
Stress Reduction
• A1c & BGL
Reduction
• Empower Patients

California State University Long Beach. (n.d.).

Project Design

The Johns Hopkins University. (2017).

Project Design
Nola Pender
Heath
Promotion
Theoretical
Framework

Nurse Key. (2016).

Quality Improvement Project
Method
• 10-Day Reflective Practice
• Implementation of Self-Management
Support and Goal Setting Plan
• 8 Patients
• 2-Week Follow Up
• 3-Month Project
• Evidence-Based Practice

Prime Medic Inc. (2014).

Self-Management
Tool
The healthy change I want
to make is:

My goal for the next
week/month is:

The steps I will take to
achieve my goal are
(what, when, where, how
much, how often):

The things that could
make it difficult to achieve
my goal include:

My plan for overcoming
these difficulties includes:

Support/resources I will
need to achieve my goal
include:

My confidence level (scale
of 1-10, 10 being
completely confident that
you can achieve the entire
plan.)

My stress level (scale of 110, 10 being highly
stressed, and what can
you do to reduce stress
levels to achieve the
entire plan.)
Group Health Research Institute. (2020).

Self-Management Tool
Healthy
Change:
Lose Weight

Behavior:
Eating
carrots for a
snack, not
chocolate

Goal:
Lose 4
pounds in
the next
month

Healthy
Change:
Exercise
more

Behavior:
Walk to
work

Goal:
Exercise for
20 minutes
twice a week

Healthy
Change:
Reduce
stress levels

Behavior:
Listen to
meditation
tape

Goal:
Spend 15
minutes a
day relaxing

Group Health Research Institute. (2020).

Results
Patient

Initial
Visit
A1c

Last
Visit
A1c

Initial
Visit
Serum
BGL

Last
Visit
Serum
BGL

Initial
Visit
Weight

Last
Visit
Weight

Initial Visit
Confidence
Level

Last Visit
Confidence
Level

Initial
Visit
Stress
Level

Last
Visit
Stress
Level

 1.

7.8

7.3

159

86

231lbs.

222lbs.

9

10

8

5

ꭗ 2.

9.1

10.6

254

361

180lbs.

179lbs.

2

8

10

6

 3.

7.8

6.4

129

121

174lbs.

161lbs.

7

10

1

1

ꭗ 4.

10.4

N/A

308

N/A

150lbs.

N/A

9

N/A

7

N/A

ꭗ 5.

8.9

10.1

178

147

233lbs.

219lbs.

10

10

5

3

 6.

7.7

6.3

128

112

137lbs.

134lbs.

8

10

8

6

 7.

8.6

7.0

201

142

277lbs.

272lbs.

9

10

7

3

 8.

8.4

7.8

146

133

139lbs.

137lbs.

8

9

10

5

Discussion
Participant Comments:
• “Now I have the knowledge to buy and cook healthy meal options”

• “The more I exercise and eat healthy the better I feel”
• “Wow, I cannot believe diet & exercise helped with my A1c”
• “I am more confident to manage my diabetes”

This Photo by Unknown Author is licensed
under CC BY

• “Not only did my blood sugar improve but my blood pressure improved”

Evaluation

•
•
•
•

Future Planning
Problem Solving
Behavior Strategies
Foster Persistence
Ongoing Education & Support

Ellis Medical Library. (2020).

Successfully Implemented
• Confidence Levels
• Stress Levels
• Weight
• A1c & BGL

Healthy-Ojas. (2021).

Implications
• Remove Knowledge Barrier
• Focus on
o Patient Centered Education
o Social Support
o Problem Solving Skills

This Photo by Unknown Author is licensed under CC BY-SA-NC

Budget

• No Direct Cost
• Indirect Total Cost $535.37

Amazon. (2021).

Conclusion
This Photo by Unknown Author is licensed under CC BY

•
•
•
•
•

Weight
Disease Related Stress
Knowledge Barrier
Poor Self-Management
Complication Risk

Reduction

•
•
•
•
•

Diet & Exercise
Confidence Level
Adherence
A1c & BG Level
Quality of Life

Improvement

Any Questions?

References
•
•
•
•
•

•
•
•

American Diabetes Association. (2020, January). 2. Classification and Diagnosis of Diabetes: Standards of
...
Retrieved February 14, 2021, from https://care.diabetesjournals.org/content/43/Supplement_1/S14
American Diabetes Association. (2018). The Burden of Diabetes in Texas. Retrieved February 28, 2021,
from http://main.diabetes.org/dorg/docs/state-fact-sheets/ADV_2020_State_Fact_sheets_TX.pdf
American College of Cardiology Foundation. (2020). Diabetes (Type 2). Retrieved February 14, 2021, from
https://www.cardiosmart.org/assets/infographic/diabetes
California State University Long Beach. (n.d.). Bienestar Living Well with Diabetes | California State ...
Retrieved
February 14, 2021, from https://www.csulb.edu/latinohealth/latinohealth/bienestar-livingwell-diabetes
Captieux, M., Pearce, G., Parke, H. L., Epiphaniou, E., Wild, S., Taylor, S., & Pinnock, H. (2018).
Supported self- management for people with type 2 diabetes: a meta-review of quantitative systematic
reviews. BMJ open,
8(12), e024262. https://doi.org/10.1136/bmjopen-2018-024262
Centers for Disease Control and Prevention. (2020, June 18). Diabetes Infographics. Retrieved February
14, 2021,
from https://www.cdc.gov/diabetes/library/socialmedia/infographics.html
Centers for Disease Control and Prevention. (2020, June 11). What is Diabetes? Retrieved February 14,
2021, from
https://www.cdc.gov/diabetes/basics/diabetes.html#:~:text=Diabetes is the seventh
leading,diabetes has
more than doubled.
Centers for Disease Control and Prevention. (2020, August 28). National Diabetes Statistics Report, 2020.
Retrieved
February 15, 2021, from https://www.cdc.gov/diabetes/data/statistics-report/index.html

References
•
•
•

•
•
•
•
•

CHI Health. (2020). Diabetes Types & Symptoms. Retrieved February 13, 2021, from
https://www.chihealth.com/en/services/primary care/diabetes.html
Cutler Integrative Medicine. (2019). Diabetes. Retrieved February 14, 2021, from
https://www.cutlerintegrativemedicine.com/diabetes/
Diabetes Self-Management. (2018, August 14). Diabetes and Stress Quiz - How to Manage Your Diabetes:
Diabetes
Self. Retrieved February 21, 2021, from
https://www.diabetesselfmanagement.com/managing
diabetes/emotional-health/diabetes-and-stress-quiz/
Dineen-Griffin, S., Garcia-Cardenas, V., Williams, K., & Benrimoj, S. I. (2019). Helping patients help
themselves: A systematic review of self-management support strategies in primary health care practice.
PloS one,
14(8),
e0220116. https://doi.org/10.1371/journal.pone.0220116
El Paso Diabetes Association. (2020, June 25). TAKING STEPS TOWARD AN EL PASO FREE OF
DIABETES. Retrieved
February 21, 2021, fromhttps://epdiabetes.org/
Ellis Medical Library. (2020). PLAN~DO~STUDY~ACT: THE PDSA CYCLE. Retrieved February 28, 2021,
from https://www.ellismedlibrary.org/translating.html
Group Health Research Institute. (2020). 7: Self-Management Support. Retrieved October 30, 2020, from
http://www.improvingchroniccare.org/index.php?p=7:_Self-Management_Support&s=369
Healthy-Ojas. (2021). Healthy A1C Goal. Retrieved February 21, 2021, from https://healthy
ojas.com/diabetes/a1cgoal.html

References
•

•
•
•

•
•
•
•

Healthy Paso Del Norte Far West, Southern New Mexico, Ciudad Juarez. (2021). Adults with Diabetes. Retrieved
January
30, 2021,
fromhttp://www.healthypasodelnorte.org/indicators/index/view?indicatorId=2059&localeId=2645&comparison
Id =927
Healthline Media. (2018, June 01). Diabetes: Facts, Statistics, and You - Healthline. Retrieved February 21, 2021,
from https://www.healthline.com/health/diabetes/facts-statistics-infographic
Lifeline Screening. (n.d.). How to Prevent Type 2 Diabetes. Retrieved February 13, 2021, from
https://www.lifelinescreening.com/healtheducation/diabetes/diabetes-prevention
Massimi, A., De Vito, C., Brufola, I., Corsaro, A., Marzuillo, C., Migliara, G., Rega, M. L., Ricciardi, W., Villari, P., &
Damiani, G.
(2017). Are community-based nurse-led self-management support interventions effective in
chronic patients?
Results of a systematic review and meta-analysis. PloS one, 12(3), e0173617.
https://doi.org/10.1371/journal.pone.0173617
Molnar, G. D., & Bailey, P. G. (2015, July 27). Diabetes. Retrieved February 13, 2021, from
https://www.thecanadianencyclopedia.ca/en/article/diabetes-mellitus
Nurse Key. (2016, July 24). Health Promotion and Risk Reduction in the Community ... Retrieved February 13,
2021, from
https://nursekey.com/health-promotion
and-risk-reduction-in-the-community/
Nursing Theory. (2020, July 21). Pender's Health Promotion Model. Retrieved March 21, 2021, from
https://www.nursing
theory.org/theories-and-models/pender-health-promotion-model.php
Office of Disease Prevention and Health Promotion. (2020, October 8). Social Determinants of Health. Retrieved
March 6,
2021, from https://www.healthypeople.gov/2020/topics-objectives/topic/social-determinants-ofhealth

References
•
•
•
•
•
•
•

•

Prime Medic Inc. (2014). Management and Treatment of Type 2 Diabetes. Retrieved February 14, 2021, from
http://www.animateddiabetespatient.com/en/s301-management-and-treatment-of-type-2-diabetes-slide
show.phtml
Russell Publishing Limited. (2021). Engineered protein could be used to treat type 2 diabetes. Retrieved March
20, 2021,
from https://www.drugtargetreview.com/news/69979/engineered-protein-could-be-used-totreat-type-2diabetes/
Sanchez, I. (2011). Implementation of a Diabetes Self-management Education Program in Primary Care for
Adults Using
Shared Medical Appointments. The Diabetes Educator, 37(3), 381-391.
doi:10.1177/0145721711401667
Sherifali, D., Berard, L. D., Gucciardi, E., Macdonald, B., & Macneill, G. (2018). Self-Management Education
and Support.
Canadian Journal of Diabetes, 42, S36-S41. doi:10.1016/j.jcjd.2017.10.006
Shutterstock Inc. (2021). Bad eating habits images. Retrieved March 20, 2021, from
https://www.shutterstock.com/search/bad eating habits
The Johns Hopkins University. (2017). Johns Hopkins Nursing Evidence-Based Practice Model. Retrieved
February 13, 2021,
from https://www.hopkinsmedicine.org/evidence-based-practice/ijhn_2017_ebp.html
Texas Department of State Health Services. (2019, November). 2019 State Plan for Diabetes and Obesity
Treatment.
Retrieved March 6, 2021, from https://www.dshs.texas.gov/legislative/2019-Reports/2019State-Plan-for
Diabetes-and-Obesity-Treatment-and-Education.pdf
University of Massachusetts Medical School. (n.d.). Reduce the Risk of Complications from Diabetes. Retrieved
February
13, 2021, from https://www.umassmed.edu/dcoe/diabetes-education/complications/

A Quality Improvement Project to Enhance
Self-Management Support for Patients
with Type 2 Diabetes Mellitus
Tanya Guerrero , MSN, APRN, FNP-C

Background
Type 2 Diabetes Mellitus-7th leading cause
of death in the United States.
(Centers for Disease Control and Prevention, 2020).

Literature Review
Evidence based strategic findings demonstrate &
assist primary care health professionals in
delivering self-management support (SMS) in
patients with Type 2 Diabetes Mellitus.

Quality Improvement Project
Implementation

Results
Goals

Met

8

Not Met

7
6
5
4

• Enhanced self-management support and
goal setting action plan
•
Increase in physical activity.
• Increased self-confidence.
• Healthier diet choices.
• Weight reduction.
• Disease related stress reduction
(American Diabetes Association, 2020).

SMS is accomplished through diet, physical
activity, self-measurement of blood glucose, and
recognition of complications to effectively support
patients for a better health outcome and
improvement of HgA1c.

3
2
1
0

A1c

• 8 Patients with Type 2 Diabetes Mellitus
(Captieux, Pearce, Parke, Epiphaniou, Wild, Taylor, & Pinnock,
2018; Dineen-Griffin, Garcia-Cardenas, Williams, & Benrimoj,
2019; Massimi, De Vito, Brufola, Corsaro, Marzuillo, Migliara, Rega,
Ricciardi, Villari, & Damiani, 2017).

Serum BGL

Weight Reduction

Goals
Met

8

Not Met

7

• Implementation of Enhanced Self-Management
Support and Goal Setting Action Plan.

6
5
4

• Initial interview consisted of individualized goal
setting and action plan developed. A baseline
of the following was obtained:
• HgA1c
• Serum BGL
• Random fingerstick BGL
• Weight measurement
• Confidence level
• Stress level

Identified Clinical Practice
Problem
• 10-Day Reflective Practice.
• 8 Patients with Type 2 Diabetes Mellitus.

• Each patient evaluated on a biweekly basis
recording their progress.

Project Design

• Uncontrolled Hemoglobin A1c levels and
Serum BGL with only pharmacologic
treatment.

Nola Pender
Theoretical
Framework

• Poor Self-Management.

• Last visit included patient’s evaluation of
whether goals were met/not met:
•
•
•
•
•
•

HgA1c levels
Serum BGL
Random fingerstick BGL
Weight measurement
Confidence level
Stress level

3
2
1
0

Confidence Level

Stress Level

Conclusion
Self-management support and goal setting
action plan is a patient-centered approach
for patients with Type 2 Diabetes Mellitus.
Promotes a healthy lifestyle associated with
healthier self-reported behaviors, improving
quality of life and n reducing patient health
care burden and cost
(Massimi, De Vito, Brufola, Corsaro, Marzuillo,
Migliara, Rega, Ricciardi, Villari, & Damiani, 2017).

• Poor Dietary & Lifestyle Behaviors.

• Knowledge Gap and Barriers.
• Past Behavior & Experiences.

John Hopkins
Evidence-Based
Practice Model
Full References available on scan code

Improved HbA1c levels through enhanced self-management support for patients with
Type 2 Diabetes Mellitus

Diet & Exercise

